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health education literature and scholarship in this area? And 
why do weaccept that random and variable acquisition of 
knowledge and skills, irrespectiveof the evidence for 
pedagogical best-practice, is good enough for our 
specialtyand for our patients? 
This talk will dealwith possible reasons that we may be 
blinkered to important aspects of learningin radiation 
oncology. It will outline the knowledge that we do have to 
guide us, and the benefits ofworking more cooperatively in 
education across professions and jurisdictions.By paying 
attention to the ‘forgotten foundation’, that of high quality 
teachingand training, we dramatically enhance our chances 
of achieving the goals in quality,safety, effectiveness and 
leadership in cancer patient management, for which 
westrive. 
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The role of cancer surgery has been consolidated over the 
years but drastic changes are taking place and Surgical 
Oncologists need to be prepared for substantial changes. 
Traditionally, cancer treatment rested on tissue diagnosis: a 
sample of the affected area is taken, analyzed and classified 
according to its morphology. “Tissue diagnosis” results into 
“tissue-based treatment”. As times are rapidly changing and 
we are becoming accustomed to “molecular diagnosis”, 
leading to “genetically informed treatment plans”, surgical 
oncologists should be up to date with newly described 
diagnostic and therapeutic options. Genetic counseling is also 
reshaping: lo prevalence (but high penetrance) genes have 
been associated to the risk of developing breast cancer; more 
interestingly, several other genetic markers (high prevalence 
but low penetrance) are being identified. Improved 
understanding of their specific role will twist the way family 
clinics are run. Advanced diagnostic tools are being 
developed and their availability will also modify the way we 
treat patients: digital tomosynthesis will probably 
reconfigure breast cancer screening; liquid biopsy is slowly 
but steadily being introduced into clinical practice, in view of 
optimizing neoadjuvant treatment as well as palliative 
treatment, the whole practice of follow-up and other steps of 
clinical practice. A multidisciplinary approach is mandatory – 
it is a condition sine qua non for the surgical oncologist to 
understand issues and problems from the point of view of 
medical and radiation oncologists radiologists and 
pathologists, without dismissing nurses and social workers, 
psycho-oncologists, geneticists, an others. Complex and 
inter-specialty treatment options are becoming routine (e.g. 
intra-operative radiotherapy). The success of new treatment 
plans will necessarily open new, previously unthinkable, 
therapeutic options. Patients’ advocacy and a sympathetic 
approach is extremely rewarding, beside science and 
research. Patients are at the center of our practice and social 
mandate. It is therefore to keep in mind the complexity of 
issues affecting cancer patients, cancer survivors and their 
relatives in their every day’s life. Education is significantly 
modified, with remote-learning and training labs becoming 
available; virtual education is becoming popular and 
relatively in-expensive and young generations are rather 
accustomed to such new educational tools. The ongoing 
attempt in homogenizing education with other international 
tween societies aims to allowing exchanges, improving 
knowledge and boosting cross-fertilization. The political role 
of cancer surgeons should be kept in mind at all times, with 
surgeons firmly determined to play a substantial part within 
the multidisciplinary oncology team. 
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Lung cancer is still today the leading cause of death 
worldwide despite the availability of a variety of treatments. 
In particular Radiation Oncology is widely involved in lung 
cancer management, both as a neo or adjuvant therapy as 
well as a definitive one.  
As the suffix “Radio-“ suggests, the Radiologist and the 
Radiotherapist have been “step-brothers” since their origins, 
as co-actors in the main steps of treatment: staging / 
treatment planning and follow-up.  
An accurate staging is essential in treatment planning in 
order to include macro- and micro-scopic cancer and to avoid 
unwanted toxicities. Lung injury is common in patients 
treated with Radiotherapy. The knowledge of radiological 
patterns of lung abnormalities after non surgical treatments 
is critical to accurately assess the overall effectiveness of 
these therapies and to differentiate normal appearances 
from incomplete treatments and/or local recurrences. 
Nowadays, a new multidisciplinary challenge for our 
disciplines is required: the “individualized medicine”. The 
idea is to “design” a patient personalized therapy by 
identifying and integrating multimodal prognostic factors in 
models of treatment outcomes and also in clinical-decision 
support systems. Clinical imaging is particularly involved in 
this new field, the so-called “Radiomics” process, which 
offers a comprehensive and non-invasive “photograph” of 
patients and cancer heterogeneity. 
Indeed in recent years we have witnessed a continual 
evolution of both Radiology and the Radiologist. Diagnostic 
Imaging has moved from focusing on image quality to a 
molecular level, from pictures to data. An important 
contribution has been provided by nuclear medicine, not only 
in identifying pathological sites, but also in outlining more 
active components. The “anatomical” evolution has offered 
the Radiotherapist the capability to better define the target 
and the “functional” evolution the capability to select the 
right one. The Radiologist, similarly, has evolved from a 
photographer to an interpreter and, in the future, will 
become a decision maker.  
The aim of this lecture is to make a “journey” through the 
evolving role of the doctor as an “image artist” of lung 
cancer Radiotherapy.  
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Dysregulation of the DNA damage response (DDR) is 
associated with a predisposition to cancer and affects 
responses to DNA-damaging anticancer therapies. 
Dysregulation of a certain DNA repair pathway may be 
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compensated by another, functionally overlapping DDR 
pathway whose activity may be increased, causing resistance 
to DNA-damaging radiotherapy and chemotherapy. Therefore, 
the DDR response makes an ideal target for therapeutic 
intervention by preventing or reversing therapy resistance or 
by using a synthetic lethality approach to specifically kill 
cancer cells that are dependent on a compensatory DNA 
repair pathway for survival in the context of cancer-
associated oxidative and replicative stress. However, in the 
context of DNA replication several DNA repair pathways are 
gathered with overlapping functions, as demonstrated by the 
synthetic lethal interaction between the DNA double strand 
repair pathway homologous recombination (HR) and the base 
excision repair pathway (BER) as well as between checkpoint 
signaling (ATR/CHK1) and the Fanconi anaemia pathway. As 
the number of inhibitors that target components of these 
pathways expands the potential for using these synthetic 
lethal interactions increases, provided that the exploitable 
defects in the tumour can be identified with suitable 
biomarkers. These hypotheses are currently being tested in 
the laboratory and translated into clinical studies. 
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Introduction - Anal cancer is a rare disease but its incidence 
is rising rapidly. The majority of tumours are squamous cell 
carcinoma or its histological variants. Despite its rarity phase 
III clinical trials have been successfully performed. The “first 
generation” of phase III trials tested the benefit of 
concurrent chemotherapy when added to radiotherapy. This 
led to Mitomycin C 5Fluorouracil and radiotherapy (CRT) 
becoming the standard of care. The shift from radical surgery 
with permanent stoma to non-surgical combined modality 
treatment was achieved through these clinical trials and 
recent published evidence confirms the impact on population 
based practice. The “second generation” of phase III did not 
change the standard of care. They demonstrated no benefit 
from the addition of neoadjuvant or maintenance 
chemotherapy to CRT and no improvement in outcome from 
the use of cisplatin based CRT. The ESMO-ESSO-ESTRO and 
NCCCN guidelines provide evidence based recommendations 
for the management of anal cancer and aspects of the 
guidelines will be reviewed during this teach lecture.  
Staging – Whilst it is important to identify the relatively small 
minority of patients who present with synchronous metastatic 
disease, the main role of imaging is to determine the extent 
of disease in the pelvis prior to CRT. Although pelvic MR is 
not mandated in the guidelines it provides superior 
anatomical images of the primary tumour which is very 
helpful for conventional CT planning and delineation of the 
gross tumour volume. CT-PET is also not mandated but is 
shown to upstage a minority of patients from a “N0” category 
to “N+.” Examples of this will be presented and discussed. 
Radiotherapy dose fractionation – there is wide variation in 
the prescribed radiotherapy dose to both gross tumour 
volume and clinical target volumes. Many centres will use 
higher doses of 60Gy or greater to more advanced tumours. 
However, to date randomized clinical trials have not 
demonstrated any clear benefit for dose escalation. There is 
also a paucity of late toxicity and patient reported outcome 
data to determine the impact of such an approach.  
Radiotherapy technique and target volume definition - The 
use of IMRT has significantly increased in the treatment of 
anal cancer and its use is supported by the RTOG 0529 phase 
II trial. Although IMRT may be preferred and will reduce 
acute genital toxicity, careful target volume definition and 
delineation of organs at risk and high quality QA are required 
to ensure accurate treatment delivery. The AGITG contouring 
atlas has been very helpful to clinicians. The UK approach to 
introducing IMRT will be discussed.  
Response assessment - Clinical and radiological assessment 
is required to both identify early local treatment failures and 
to establish whether complete response had been achieved. 
The European guidelines recommend assessment at 11, 18 
and 26 weeks from the start of CRT. Recent published data 
will be reviewed. The optimal timing and imaging is the 
subject for further research.  
Follow up - Most centres will review patients at least three 
monthly in the first two years, with approximately 80% of 
pelvic recurrences occurring during this period. The duration 
of follow up and the intensity of imaging varies widely.  
Late toxicity - Although it is assumed that most patients will 
experience improved quality of life with CRT rather than 
radical surgery there is limited data on the impact of late 
radiotherapy effects on patients. New data is required 
particularly with the use of IMRT to understand this in more 
detail. An anal cancer specific module quality of life module 
is in development through the EORTC.  
Treatment of metastatic disease - Approximately 10-20% of 
patients will develop metastatic disease. There is no 
consensus on the best first or second line chemotherapy 
regimens and reports of the outcomes following surgical or 
non surgical treatment of oligometastatic disease are sparse. 
The InterAAcT trial is an international randomized phase II 
study comparing cisplatin 5FU with Carboplatin and Paclitaxel 
and will be discussed  
Future research - Future clinical trials will provide more 
information on outcome and late toxicity with the use of 
IMRT. The UK led PLATO trial consortium are conducting a 
“platform” type trial with the ACT3 ACT4 and ACT5 trials 
addressing specific research questions. ACT3 evaluates a 
selective use of reduced dose CRT for patients with T1N0 
anal margin tumours; ACT 4 will compare standard versus 
lower dose CRT for early stage disease; ACT5 will test two 
IMRT SIB dose escalation CRT schedules against standard dose 
CRT. 
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The immunosuppressive effects of radiation therapy have 
long been the only one considered. Dying cancer cell may 
release signals which activate the surrounding immune cells, 
namely through the immunological cell death process. 
Irradiation can also increase the diversity of tumor neo 
antigens which are crucial to the induction of adaptive 
antitumor immunity. It has recently been shown that the 
inhibition of immune inhibitory checkpoints synergizes with 
ionizing radiation in preclinical models. Hypoxia is one of the 
key factors influencing clinical outcome after radiotherapy 
responsible for reduced local control that will influence 
overall survival, as may the hypoxic conditions by increasing 
malignant progression. For decades, hypoxia was thought to 
act primarily on tumor cells resistance, namely the number 
of clonogenic cancer stem cells surviving after radiation 
treatment. Increased cellular turnover and hypoxia promote 
the production and release of large amounts of 
immunosupressive adenosine into the local 
microenvironment. Hypoxia can induce HIF-1a-dependent 
expression of arginase-1 and M2 polarization of macrophages. 
Recent data suggest that the immune contexture of tumors 
might be correlated with outcome after irradiation. The 
purpose of tumor immunotherapy is based on the principle 
that reversal of tolerance to immunogenic tumors would be 
able to activate an immune response against tumor cells. The 
importance of the immune component into the process of 
tumor response to radiation offers novel opportunities for 
therapeutic interventions. 
 
 
 
